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presentation.Most of the deaths in acute STEMI occur within the ﬁrst 24 h
(80%), of which the ﬁrst hour is the most critical, contribut-
ing to 40–65% of the mortality.1 In spite of available
therapeutic options, patients cannot avail the full beneﬁts
due to delayed presentation to hospitals. If properly
identiﬁed, remediable measures to correct contemporary
patterns of delay could improve patient outcomes. An
observational study for determining causes of delay in
patients with STEMI was conducted at Lokmanya Tilak
Municipal General Hospital (LTMGH) from March 2014 till
September 2014. Using a preset questionnaire, data pertain-
ing to temporal delays in patients with acute STEMI were
collected and analyzed.
Out of 198 patients thrombolyzed, only 41% reached within
4 h after onset of symptoms (Fig. 1). The mean pre-hospital
delay was 245  325 min. A longer pre-hospital delay was
found in female gender (p = 0.004), age > 55 yrs ( p = 0.007), and
diabetes ( p = 0.005). The average time delay of patients
reaching the hospital by ambulance was 237 min versus
263 min for those with private vehicles ( p > 0.05). The delay for
those who sought consultation prior to thrombolysis at the
hospital was two times the delay for those presenting directly
(127 min versus 263 min, p < 0.05). The main factors responsi-
ble for this pre-hospital delay were misinterpretation of
symptoms (70%) and transportation problems (19%). Sixty-
four percent of the patients presenting within the ﬁrst 2 h of
symptoms had fair LV function [LVeF > 45%] as compared to
only 5% of those presenting beyond 8 h ( p < 0.001). Twelve of
the 13 (92%) deaths were seen in the patients with delayed
presentation ( p < 0.0001).
As compared with previous studies,2,3 our study showed a
longer delay (245  325 min). The commonest cause was
misinterpretation of symptoms (70%) followed by transporta-
tion problems (19%). Seventy-four percent of the patients
stated that they were ignorant of the importance of reportingurgently to the hospital after STEMI. Reasons for delay in
women included not considering the symptoms to be serious,
waiting for the symptoms to improve, not wanting to be a
burden on anyone, ﬁnding it unpleasant or embarrassing to
seek medical help while those for elderly include more limited
access to medical care, failure to recognize or appreciate the
symptoms of AMI. Unlike previous studies,4,5 transport by
ambulances did not shorten the time delay and this worrisome
aspect could possibly be rectiﬁed by pre-hospital ambulance-
based thrombolysis.
In our study, mean door to needle time was 42  16 min and
the average door to ECG time was found to be 16  8 min, both
of which were more than the recommended guidelines. This
indoor time delay can be reduced by starting the thrombolytic
therapy in the emergency room and then shifting the patients
to ICCU for further management.
i n d i a n h e a r t j o u r n a l 6 8 ( 2 0 1 6 ) 1 8 6 – 1 8 7 187In spite of all the advances in STEMI management, delayed
presentation in MI is depressingly very common in current era
even in a city like Mumbai. Although current guidelines
emphasize on cutting down the in-hospital delay, pre-hospital
delay was by far the bigger culprit in our study.
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